INTRODUCTION
After peaking in 1999 with roughly 7 million members, enrollment in the Medicare+ Choice (M+C) Program has been dropping. As of April 2002, 5 1/2 million members remain enrolled in the program. Over this timeframe the number of M+C contracts has also dropped considerably: from more than 300 in 1998 to only 147 in 2002. While the number of insurers has dropped, this number has been affected somewhat by contract consolidations.
The majority of enrollment in the M+C Program corresponds to people who enroll on an individual basis. However, most M+C contracts also derive substantial enrollment from employer-connected offerings (e.g., persons who are eligible for Medicare and subscribe through group contracts between an employer and a M+C plan). We present data on M+C individual and employer-based enrollment patterns obtained through a data collection designed to fill in three fundamental pieces of information:
• Enrollment by plan within each contract.
A contract refers to a managed care organization, which may concurrently offer several distinct benefit packages, or plans.
• The number of M+C enrollees enrolled through employer or union group retiree coverage.
• The nature of the group benefit packages.
SURVEY LAYOUT AND IMPLEMENTATION
The survey form consisted of three main sections. The first section requested planlevel individual enrollment on October 31, 2001 and January 31, 2002. Many contracts have only one plan that is offered uniformly to its entire service area. Others have several options that may be variants for different counties in the service area or high option packages that are offered alongside standard offerings. Historically, the enrollments reported in the monthly Geographic Service Area Files produced by CMS have been at the contract level and did not capture the distribution of enrollees among the various plans in a contract. However, in June 2002 M+C organizations began reporting plan-level enrollments to CMS. The service area for each of the plans was drawn from the Medicare Compare database maintained by CMS (www.medicare.gov/ download/downloaddb.asp).
The second section of the form requested employer-connected, or group, enrollment on the same two dates. CMS has not previously collected group enrollment figures and as such we requested that these data be split by county of residence.
The third section determined a measure of the richness of the benefit packages offered to employer groups relative to those offered to individual enrollees. The following three questions were used for both 2001 and 2002: • Are your member premiums lower for group enrollees than for individual enrollees?
• Are your drug benefits richer for group enrollees than for individual enrollees? • Are your non-drug benefits richer for group enrollees than for individual enrollees? Comparisons in the questions previously mentioned were to be made only among a contract's own benefit packages. We specifically asked about member premiums rather than total premiums in the first question because many employers subsidize enrollee premiums. One of the ultimate objectives of creating this data set is to facilitate analysis of the decision faced by potential M+C enrollees, and we assumed that the employer-subsidized portion would not likely be a factor in this decision.
During the design of the data collection, we were forced to choose a balance between thoroughness and simplicity. We attempted to design a survey that would contain the minimal amount of information needed to adequately answer the questions posed by CMS while also maximizing our response rate. This strategy proved successful as we received complete responses from all, but 3 of the 147 active M+C contracts, yielding responses for 99 percent of the total number of M+C enrollees.
GROUP BENEFIT DESIGN
Section III of the data collection elicited a comparison of the benefits and premiums offered to individual enrollees versus those offered through employer groups. Many M+C organizations design customized benefit packages at the request of employers or union groups, primarily to establish continuity between the pre-retirement and post-retirement medical benefits.
Of the 144 contracts that returned completed surveys, 107 reported some employer-group enrollment. Five of the contracts with employer groups did not complete section III of the survey. Generally, they omitted this section because there was wide variation in the design of their group benefit packages, which prohibited a clear answer to the three questions posed.
PLAN LEVEL ENROLLMENT DATA
A unique aspect of this data set is the collection of plan level enrollment data, rather than at the contract level. Because of this enrollment detail we were able to estimate average payment rates for each of the plans. We did not request breakdowns of this enrollment data by age and sex and therefore, were not able to apply the demographic adjustment factors. However, by computing weighted averages of the M+C payment rates by county level enrollment for each plan we were able to compute a proxy to the actual average payment rate.
Originally, the M+C capitation rate for a given county was equal to 95 percent of the actual fee-for-service (FFS) costs in that county. Since the Balanced Budget Act (BBA) of 1997, the payment rates for M+C have diverged from this formula with the introduction of floors, blended rates, and minimum payment increases. We used the 1999 county-specific FFS costs, released last fall by CMS' Office of the Actuary, to compute the actual FFS costs in the service area of each plan. As 1999 is the most recent year for which these data are available, we trended the values using the retrospective U.S. per capital costs for 1999 and 2002.
An explanation for the seemingly illogical disparity in benefits between the plans at each end of the payment percentage spectrum stems from the geographic areas that these plans service. The plans with payment percentages below 90 percent are generally this low because the BBA restricted payment rates to a 2-percent annual increase. These high cost areas tend to be urban areas where the managed care infrastructure is highly developed and highly competitive. As a result of this competition the benefit packages offered by these plans are comparatively richer. Conversely, the plans with very high payment percentages (as high as 150 percent in some cases) are in areas where the BBA-mandated minimum payment rate is much lower than average FFS costs. This minimum is typically paid in more rural areas where managed care has not been as successful. As a result, premiums are more common and drug coverage is less prevalent in these less competitive atmospheres.
Reprint Requests: Geoffrey Hileman, Actuarial Research Corporation, 5513 Twin Knolls Road, Suite 213, Columbia, MD 21045. E-mail: grh@aresearch.com Table 1 Medicare+Choice ( • Due to their highly competitive M+C environments, the Miami area and southern California have been included as separate regions in addition to the ten Census regions.
• It is important to note that only contracts with plans available in 2002 are included in this study. Thus, any drop in enrollment due to contracts withdrawing from the M+C Program would not be captured by this data collection.
• Among the contracts active in 2002, penetration has remained remarkably constant, with minimal variation in a few of the regions.
• M+C penetration remains the highest in the western regions and is still very strong in the northeast regions.
• Prior to this data collection, CMS has not collected any information on group enrollment. Enrollment data has been collected at the contract level, but plan-level enrollment data has not been previously available.
• Seventy-three percent of the active M+C contracts have some group enrollment.
• The level of group enrollment varies considerably among these insurers, ranging from less than 1 percent to more than 90 percent. • Smaller contracts are less likely to have groups, but those that do have group enrollment are likely to be more dependent on those groups.
• Only three of the six M+C organizations with less than 1,000 enrollees offer group coverage, but group enrollment for these plans represents 38 percent of total enrollment.
• In contrast, all of the eight M+C organizations with more than 100,000 enrollees offer group coverage. For these plans, group enrollment represents only 25.8 percent of total enrollment. • Total enrollment in M+C plans has dropped by 10 percent from September 2001 to January 2002. This drop in enrollment reflects both non-renewals and service area reductions. Among surviving plans, the plans included in the survey, enrollment has remained stable.
• Total enrollment over this period has been nearly constant, with an increase of 0.3 percent in individual enrollment and a decrease of 1.6 percent in group enrollment.
• The Pacific and Central divisions have seen large decreases in both individual and group enrollment.
• In contrast, the mountain and northeast divisions have shown sizable enrollment gains.
• While the aggregate enrollment is relatively constant, the plan-level enrollment has varied considerably. This would seem to indicate that the smaller plans are gaining enrollment more quickly than the larger plans, and that a more competitive M+C environment could be developing. • This shows only the responses for 2002. The responses for 2001 were nearly identical, with only one fewer contract reporting richer drug benefits and two fewer reporting richer non-drug benefits in their group offerings.
• While sample sizes are too small to allow meaningful regional analysis, it should be noted that of the 13 contracts with group enrollment in the Pacific division, only 5 offered richer non-drug benefits to their enrollees, well below the national average. However, 12 of the 13 do offer richer drug benefits to their group enrollees. • Despite the general drop in payment rates due to the 1997 BBA, nearly one-third of the plans still have average payment rates exceeding 95 percent.
• Enrollment does not include group enrollment because specifics concerning the benefit packages for these plans are not known.
• From 2001 to 2002 the largest increase in enrollment came from the plans with the lowest relative payment rate. For the 87 plans that appear to be paid less than 85 percent of the FFS costs in their area, there was a 12.3-percent increase in enrollment.
• There was also moderate enrollment growth among the 52 plans with a payment percent exceeding 105 percent, at 4.1 percent.
• In the four categories where the payment rate is below 100 percent, more than 70 percent of the plans offer drug coverage. In contrast, of the plans whose payment rate is more than 105 percent, only one-half offer drug coverage.
• The same trend is evident with a monthly premium in excess of the Part B premium that is collected by all M+C plans, where the two categories most likely to not charge premium both have payment rates below 90 percent.
